SUMMARY In order to assess the need for community health services in different neighbourhoods within Greater Glasgow, it was decided to present a wide variety of health information for each community as a set of summary profiles. These profiles clearly demonstrate that the same areas have the highest standardised mortality ratios, the least favourable socioeconomic circumstances, the highest hospital admission rates, and the poorest child health characteristics. The greatest benefit in overall health would be achieved by targeting community resources on these disadvantaged communities. Adoption of this policy should reduce existing inequalities in health, and we argue that such 'positive discrimination' is implied in the formulae used in Great Britain for allocation of revenue expenditure for community services. The health profiles that we describe provide the baseline information necessary to target community services to particular communities according to objective measures, and to evaluate the effectiveness of new and existing methods of health promotion.
For almost 150 years it has been demonstrated that there is marked social class and geographic variation in health and in the provision ofhealth services. [1] [2] [3] [4] [5] [6] [7] [8] The demonstration of social class differences in health is important as a means of monitoring inequality, but data on service utilisation are not usually available on a social class basis, and it is difficult to target health resources to a particular social class. Geographical differences in health, however, are of similar magnitude to social class differences, 9 5 give the health profile for postcode sector G40-3, which comprises most of Bridgeton, one of the oldest parts of the city of Glasgow. For each variable analysed there is a longitudinal rectangular box with an indicator which shows, on a centile scale, the rating for Bridgeton in relation to all the other postcode sectors within Greater Glasgow. Also given is the range of values for all the postcode sectors and, in parentheses, the actual value for G40 3 itself. The boxes are arranged so that, in general, indicators at or towards the right hand side indicate that the postcode sector has a population with relatively poor health characteristics or socioeconomic circumstances. The figures show that for Bridgeton most of the indicators are well to the right side, indicating that in health as well as in socioeconomic terms this postcode sector is one ofthe most disadvantaged in the Greater Glasgow area. Figure 1 shows that Bridgeton is in the highest decile of all postcode sectors for the proportion of the population that is permanently sick (5%), in social classes IV and V (28%), unemployed (35% for men), and without a car (88%). The area also has above the Greater Glasgow average for the proportion ofelderly in the population (5% aged 75 years and over), persons born outwith the UK (although only 1%), and local authority housing (77%). It is well below average for the proportion of preschool children in the 192 population (5%). The range of values is also of interest: male unemployment in the various postcode sectors within the GGHB area, for example, varied (in 1981) from 4% to 51%, and the proportion of persons in social classes IV and V from 2% to 32%. Figure 2 shows the standardised mortality ratio for all causes and certain specific causes of death. The rectangles are arranged in blocks of four, the upper pair in each block relating to males and the lower pair to females. The rectangles on the left hand side relate to those under the age of 65 years and on the right to older persons. It should be noted that standardisation, in five-year age bands, has been conducted within both the 0-64 years and 65 years and over age groups. The figure shows that all-cause standardised mortality for this area is in the highest decile-in fact it is almost the worst area in Greater Glasgow-for males and females, both in the 0 to 64 years and 65 years and over age groups. Standardised mortality is also relatively high in all four age and sex groups for deaths from neoplasms, and for other causes of death in most age-sex groups; the actual SMR values are given in parentheses, although for some of the cause-specific groups these are based on relatively small numbers. for males andfemales agedO to 64 years and65 years and over: lung cancer, breast cancer, ischaemic heart disease, cerebrovascular disease, and accidents. Key as for Fig 1. cancer in younger men and women and for stroke and accidents in all four sex and age groups. Figure 4 shows that Bridgeton is in the highest decile of areas in its proportions of babies which are of low birthweight, are born to single parents, and are not breast fed; it is also in the highest decile for the proportion of unimmunised children (against diphtheria, pertussis, and measles) and of births to teenage mothers. Figure 5 shows that Bridgeton is again in the highest deciles in the proportion of infants who are admitted to hospital, for failure to attend any doctor for developmental assessment (it is the highest in Glasgow in these respects), and for failure to attend or irregular attendance at child health clinics. Referrals made by the health visitor are slightly above average, but referrals specifically for suspected developmental delay are-perhaps surprisingly-below average. However, possibly to try to help resolve some of the problems of children in this area, health visiting rates are among the highest for any postcode sector in the Health Board-both on average (eight visits during the first 9 months of life) and in the proportions of children who receive less than four or more than nine visits during this period (13% and 37% respectively). For the adult measures an appropriate programme of action is less easy to define. One example of possible action has been taken by the Greater Glasgow Health Board, which has recently launched a campaign aimed at the reduction of cardiovascular morbidity and mortality by 10% over the next decade, and this will be focussed initially on areas with high standardised mortality rates. The thrust of this campaign will be directed to encouraging all adults of middle age to attend their general practice for screening for hypertension, overweight, and blood lipid abnormalities; and to encouraging a reduction in smoking and fat intake and an increase in physical activity. It is hoped that these efforts will lead to a reduction in hospital admissions and mortality from cardiovascular disease and lung cancer in those areas where these measures are least favourable, although any improvement will be more difficult to monitor than is the case for the measures of child health because of the infrequent availability of reliable population denominator data.
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